Introduction {#sec1}
============

HoLEP sconsists of two consecutive procedures, enucleation of a prostatic adenoma and intravesical morcellation of the enucleated prostatic tissue. Morcellation of the resected adenoma should ideally be performed with a fully distended bladder. However, when visualization is inadequate or when the procedure is performed by an inexperienced surgeon, this step can be dangerous.

Case presentation {#sec2}
=================

A 68-year-old male patient was referred for treatment of a vesicosigmoid fistula secondary to HoLEP. Three days prior, the patient had undergone a HoLEP for benign prostatic hyperplasia in the urology department of another hospital. He complained of lower abdominal pain and dirty stool-like material in his urine starting from 3 days after his surgery. A CT scan and colonoscopic examination were performed, on the basis of which a fistula between the posterior wall of the bladder and the sigmoid colon was identified ([Fig. 1](#fig1){ref-type="fig"}). During the colonoscopy, a small fistula opening with surrounding edema was noted in the sigmoid colon at 20 cm from the anal verge. We performed emergency laparoscopic repair of the vesicosigmoid fistula. The sigmoid colon was tightly attached to the posterior wall of the bladder ([Fig. 2](#fig2){ref-type="fig"}). However, no fecal material was present in the peritoneal cavity. After detaching the colon from the bladder, the presence of a small fistula opening was confirmed. The fistula tract was resected, and interrupted sutures were used to repair the bladder; after which primary repair with wedge resection of the inflamed sigmoid colon was performed. Four days after the operation, the patient complained of lower abdominal pain and had a follow-up CT scan showing bowel wall edema with large amounts of fluid collected in the abdominal cavity. Laparoscopic exploration was performed, and leakage from the primary repair site in the sigmoid colon was noted. Segmental resection and primary closure of the sigmoid colon were performed. Ten days after the second operation, the patient was discharged without any complications. At a follow-up examination 2 months after discharge, the patient reported that he was able to void well, without incontinence. His bowel habits and defecation were also satisfactory.Figure 1The yellow line on the CT image indicates the fistula tract between the bladder and sigmoid colon (left: transverse section; right: coronal section).Figure 1Figure 2Laparoscopic view: the sigmoid colon was tightly attached to the posterior wall of the bladder (B: bladder; S: sigmoid colon).Figure 2

Discussion {#sec3}
==========

HoLEP has become an alternative to conventional transurethral resection of the rostate (TURP) or open prostatectomy due to its efficacy and safety.[@bib1] Shah et al reported a low incidence of complications with HoLEP, and most were minor and easily managed. Capsular perforation was the most common complication reported. Superficial bladder mucosal injury, and ureteric orifice injury were also reported. Typically, injuries to the bladder mucosa were minor and uneventful. To avoid bladder injury, the authors recommended thorough hemostasis and advised that morcellation should be performed with a fully distended bladder.[@bib2]

To reduce the incidence of severe bladder injury, Lee et al used the inverse technique for tissue morcellation and compared the efficiency and safety between the inverse and upward technique. Regarding the site of reported bladder injuries, 7 and 4 cases occurred in the bladder dome and the posterior wall, respectively, in the upward technique group. In the inverse technique group, injuries were limited to the trigone. All injuries were treated by prolonged catheterization alone.[@bib3]

El Tayeb et al compared the Wolf Piranha and Lumenis VersaCut prostate morcellation devices. Complications were rare, with no difference between the two morcellators. Only one patient experienced a complication related to morcellation, consisting of a superficial mucosal injury that occurred with the Lumenis device; it was quickly identified and did not require extended catheter placement.[@bib4]

Most colovesical fistulas are uncommon complications of diverticulitis and pose a diagnostic and treatment challenge.[@bib5] However, colovesical fistulas secondary to HoLEP have not previ^-^ously been reported. To our knowledge, this is the first reported case of vesicosigmoid fistula secondary to a morcellation injury during HoLEP. In most previous reports, injuries to the bladder were minor and easily managed by prolonged catheter placement. However, if the morcellation-related bladder injury is extensive, the patient could experience life-threatening complications.

Conclusion {#sec4}
==========

When performing a HoLEP, meticulous control of the morcellator and clear visualization are crucial.

Conflict of interest {#sec5}
====================

There is no conflict of interest.
